MISSOURI DIVISION OF HEALTH—STANDARD CERTIFICATE OF DEATH —62-027294 |/

DEPARTMENT OF RUBLIC HE FARE
M ° 2 Regin ALTH AND WEL - Disrict No. L€ 3714 STATE FILE NUMBER
?N'.}g{s';%? AMENDED egisiration District No. ___-___J...- ___-__ rimary Ragistration District No. ___ o _Registrar's No. =2 _—_ —= " 1 ___
1. PLACE OF DEATH = '9dJ& 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence bafore
Vs 300 a = COUNTY Tadkson s STATE M4 & g our §o CounNTY Jackson admission)
Rev. 4/59 % b. C(I)‘LY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CI‘;{ Inside Limits
[Y¥]
3 TowNKansas City 50 Yrs TowN Kangas City Vel Ne D
1 : [ ng.LPNAME OF (If NOT in hespital, give location) Inside Limits d. :gREEETss (If cuiside, give location) Reside on Farm
1 DR
2 3 ,q ‘s Lg msmunon 1103 ElIIIWOOd Yos ¥ No D }+1+29 E 10th St Yes O Ne [
3’ 3. (l.‘rAME OF PE)CEASED First Middle Last 4, DS’;TE Manth Day Yoar
¥pe Or print
" R OBERT CILEVELAND PERKINS ceat July 19 1962
a 5. SEX 6. COLOR OR RACE 7. Marriad [ Never Marriad [] [8. DATE OF BIRTH | 9. AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
5 ! Male White Widowed [] Divorced [] 8/2_3/85 76 Months ] Days HounT Min,
i0a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT CQUNTRY
é %) uring moy of working life, aven if retired)
¢ Ret1%8d K C Water Dept | Macon Missouri USA
7 . 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
— 5
s 2 Unknown Lou T Perkins
2. oy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1L CAV 1AL COOHIDITY RIA, 17. INFORMANT Address
° y < {w.do. or unknown) I{If yoi, give war or dates of sarvic m. s Add ie Simons )+1+29 E loth St
w
—-LZL % = 18, CAUSE OF DEATH (Enter only ona cause per line - - INTERVAL BETWEEN
10 E ART |. DEATH WAS CAUSED BY: ONSET AND DEATH
9l z IMMEDIATE CAUSE (2)
o] =
n o ]
& 19 Q
1247 = v s} Conditions, if any, DUE TO (b
_/ﬁ}- 3 W tr_) which gave rise to
T2 sbove cayse (a),
13 - 1= stating the under-
lying cause last, DUE TQ {c}
Cz) z PART §l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal ‘PART IN. If deceased was female wai
g disease condition given in PART | (a - there a pregnancy in last 90 days.
%)
E § l O Yes ] [] No l O Unknown
“2" E 19, WAS AUTOPSY 1C1 . EH INJURY OGCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
3 = PERFORMED? 0 h} f .
z v YES ) NOQ . s
Zz I "20c. TIME OF  HSur  Month, Day, Year ! d
§ 3 INJURY am.
x 2 & i X |
Z m 20d. INJURY QCCURRED v 20e. P E OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
o WHILE AT WORK [J arm, factory, sireet, office bidg., etc.)
5 g NOT WHILE AT WORK [] ﬂz 5' l! g
o o ]
s @ h
5 o [ é 8 21. | sttended the deceased from to and last sow pio &
: ; 9 Desth occurred at m on the date stated sbove, and to the best of*my knowledge, from the causes stated.
L]
g E 8 5 | ) §i [Degree or title) 22b. ADDRESS - 22c. DATE SIGNED
. —
- I
=LPLE AR5 2 A > 4ez
g L:ﬂ 23b, WRTE . F CEMETERY O CREMATORY TE N B TOCATION (Tinyy 1% R, or tounty) (Stahaies
o} 2 5
z & 7/17/62 Memorial Park Ka
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG( 26. REGUSTRAR'S §IGNATURE
i >
—
= =] Sheil Funeral Home Kansas City Mol 27-/€- &2 -

{Licensed Embalmar‘s Statement on Reversa Side)
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1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by 0 C Student Embalmer No.
working under my personal supervision.
Student Signed |
Signature of Student Embalmer
Ca o Licensed Embalmer No.
P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
BesoLl R E C
. 7" b} - .
B T




